Sir,
We report a case of ocular surface squamous neoplasia (OSSN) in-patient with non-Hodgkin's lymphoma (NHL). A 64-year-old man presented with complaints of foreign body sensation, redness, and blurring of vision in the right eye of 6 months' duration. On ocular examination, we noted a gelatinous mass at superior limbus from 3 to 9 o'clock position extending over the cornea and sclera. Brown-and black-pigmented areas were seen over the mass [Fig. 1 ]. The prominent vessel was seen superiorly with few tributaries. Both eyes had visual acuity of 20/200 with cataractous lens. Intraocular pressure was 18 mmHg. Dilated fundus examination and ultrasonography of the orbit were normal in both eyes.
Systemic examination revealed submandibular and cervical lymphadenopathy and hepatosplenomegaly. The left cervical lymph node biopsy was suggestive of NHL of small lymphocyte type. Bone marrow study was indicative of NHL of low grade of B-cell phenotype. He was HIV-negative. No systemic chemotherapeutic or immunosuppressive therapy was advised to the patient.
An excisional biopsy of the ocular lesion with surrounding 4-mm margin was performed under local anesthesia. Histopathological examination was suggestive of carcinoma -in situ of squamous cell variety [ Fig. 2 ]. Postoperatively, the patient was treated for 4 weeks with topical 0.04% mitomycin-C eye drops. No recurrence was noted during 1-year follow-up.
The incidence of OSSN is strongly associated with solar ultraviolet radiation, HIV, and human papillomavirus. [1] Most lesions are noted in the interpalpebral opening. Nasal limbus is commonly affected. In our patient, the lesion was situated at the superior limbus covered by the upper lid excluding the possibility of ultraviolet light as a cause for the lesion. Other probable factors comprise of having an outdoor occupation, fair skin-iris, chemical exposure, some medications (like antimalignant drugs), chronic inflammatory diseases of eye, vitamin A deficiency, mechanical trauma (e.g., ocular prosthesis), contact lens users, and a history of actinic skin lesions. None of the factors mentioned were present in this patient.
NHL is one of the causes for an extranodal mucosa-associated lymphoid tissue. [2] However, such type lesions are generally seen hidden under the eyelid in the bulbar conjunctiva or in the fornix, rather than at the more discernible limbal site. [3] Our patient had limbal lesion and was rapidly progressive for 6 months.
Exact etiological factor leading to OSSN inpatient with NHL is not known. Immune deficiency is one of the strongest known risk factors for NHL. Grulich et al. have shown altered immunity as one of the risk factors for the development of NHL. [4] Immunosuppression impairs tumor immune surveillance allowing survival of aberrant cells. [5] In a patient with NHL, the expected ocular surface manifestation would be a conjunctival lymphoma, but the uniqueness of this report is that the patient presented with an OSSN with no obvious risk factor or cause of immunosuppression except the lymphoma.
OSSN is currently largely ignored, as it is largely related with systemic diseases. OSSN in NHL is not known. Systemic periodic ophthalmic examination in -patient with NHL may help ensure the early diagnosis of subtle OSSN, as early stages it does not affect vision.
Acknowledgment

I acknowledge Dr. Meena Anand Pangarkar, Associate
Professor, Department of Pathology, Government Medical College, Nagpur, Maharashtra, India, for histopathology report.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest. 
Nonpreference for the white coat in Pediatric Ophthalmology Department
Sir, We read with interest the recent study by Iram et al. [1] They have reported that the patients and caregivers preferred the white coat as their physician's attire in an oculoplasty unit in urban India. Similar study by Reddy et al. [2] from the USA recommended that in Pediatric Ophthalmology Department, the pediatric ophthalmologist should consider wearing white coat as it was preferred by their patients and caregivers. On the contrary, the majority of the pediatric ophthalmologists or their fellows surveyed in the USA did not routinely wear white coat due to the so-called "white coat phobia" in the children. [3] We evaluated the patients' preferences, their caregivers' preferences, and pediatric ophthalmologists' preferences toward the attire of the pediatric ophthalmologists in a tertiary pediatric eye care center in India.
One-hundred and five consecutive patients and their caregivers visiting a standalone pediatric ophthalmology practice in urban India were shown a single set of five photographs [ Fig. 1 ] either before or after the consultation with their male pediatric ophthalmologist. We also surveyed responses of 16 pediatric eye surgeons for their personal preferences toward their attire (what they wore currently) and also what they presumed would be the preference of their patients and caregivers toward their attire based on a two-item questionnaire [ Table 1 ].
Of total 105 respondents (patients and caregivers), 54 (51%) were males. The mean age of them was 29.3 years (range, 4-65 years). The majority of respondents (whether male or female, higher educated or lesser educated, whether surveyed before or after meeting the doctor) did not prefer the white coat for their pediatric ophthalmologist [ Table 2 ]. Eighty-two percent children as well as adults did not prefer a white coat.
Pediatric ophthalmologists (n = 16, 8 males) themselves also did not prefer to wear a white coat and also rightly presumed that their patients as well as caregivers would also not prefer white coat [ Table 3 ].
Neither patients and their caregivers nor the pediatric ophthalmologists preferred surgical scrub.
